may influence the effect of BCG as an anti-tumour agent inexperimental tumour models in which BCG is given to stimulate the immune system.3 Mackowiah5 describes the use of different microorganisms or their products, or both, for immunotherapy and immunoprophylaxis-in malignancies in man and animals. The use of antigens of E granulosus in this way might be an interesting subject for future research.
'Yong WK, Heath DD, Savage T. Possible antigenic similarity between pulmonary carcinoma and cysts of Echinococcus granulosus. Br Med J 1979; i :1463-4 A 9-French gauge double-lumen catheter, with a balloon of external diameter 6 mm and a length of 1-5 cm, was used for angioplasty. Dilatation of the stenosis by the femoral route failed because the sharp angulation of the patient's aortic bifurcation prevented the catheter passing to the desired site. Axillary puncture was also unsuccessful and the procedure was abandoned. We attempted further dilatation two weeks later, introducing the catheter via a left subclavian arteriotomy. Bethanidine was stopped 12 hours before dilatation, when blood pressure was 160/104 mm Hg. After infusing the renal artery with heparinised saline, the vessel was dilated several times and the stenosis was reduced from 85 % to 40 % (figure). Some irregularity of the intima was then seen. Thereafter, intravenous infusion of heparin (5000 units/6 h) was given for 24 hours. After a single dose of warfarin (10 mg) haematuria was noted and warfarin discontinued. When the macroscopic haematuria resolved 72 hours later dipyridamole (300 mg/day) was begun. One hour after dilatation blood pressure was 160/126 mm Hg, and bethanidine 10 mg twice daily was given for 48 hours. Blood pressure fell and 24 hours later was 116/90 mm Hg. Immediately after the procedure the bruit was no longer evident. Two days later, the patient had pain in the left iliac fossa with fever of 38'C. Urine showed many red blood cells and a few white cells. No Normal blood pressure has been restored by transluminal angioplasty. Renal function was impaired after the angioplasty and was due to either extensive manipulation of the catheter or injection of radio contrast medium.5 Renal function subsequently returned close to pre-procedure levels. The reduced blood pressure coincided with, and may have been due to, a reduction in total exchangeable sodium, although external sodium balance was not measured. In patients with transplants who develop renal artery stenosis, it may be worth using this technique rather than surgery, which has a high failure rate and associated morbidity. Erythrocyte sedimentation rate was 12 mm in first hour and blood leucocyte count 119x 109/1 (11 900/mm3) with 7 % eosinophils; otherwise the differential count was normal. Tests for LE cells, antinuclear antibodies, and rheumatoid factor were negative. Antistreptolysin titre and antiviral antibody titres to common respiratory pathogens and complement-fixing antibody titres to Mycoplasma pneumoniae were normal. Cold agglutinins were not found. A precipitin test to Thermoactinomyces vulgaris gave a positive result. The urine was normal. A chest radiograph showed an enlarged heart shadow (relative volume 655 ml/m2); pulmonary venous congestion and interstitial pulmonary oedema were also visible. Echocardiography showed an enlarged left ventricle, low ejection fraction, and pericardial effusion. The patient was given digitalis, diuretics, and corticosteroids. The worst symptoms disappeared rapidly. Two weeks later echocardiography showed no pericardial effusion but the function of the left ventricle was still impaired. Over the next few months the heart remained dilated and electrocardiographic signs of left ventricular hypertrophy and strain persisted. In January 1980 function of the left ventricle was still impaired.
Comment
The repeated episodes of farmer's lung suggest that this patient was highly sensitive to moulds. He developed cardiac enlargement gradually with the relapses of alveolitis. Catheterisation excluded pulmonary hypertension as the cause of the enlargement. Drastic deterioration of cardiac function with acute failure and pericarditis occurred several hours after exposure to vegetable dusts, strongly suggesting a causal relation between exposure and cardiac deterioration. Pericarditis alone was not responsible for the failure; repeated check-ups showed that there was also permanent myocardial injury.
That in this case the myopericarditis might have been a manifestation of the farmer's lung syndrome, caused by circulating immune complexes, seems worthy of consideration. Cardiological examination of all patients with extrinsic allergic alveolitis might help to detect other cases of a similar nature. Case report A woman aged 59 years was admitted to hospital with sudden onset of severe headache and loss of consciousness. A similar headache three weeks before had been followed by dysphasia for a few hours. On admission she was deeply unconscious with neck stiffness and decorticate posture. Computed tomography showed intraventricular and subarachnoid bleeding. She was treated conservatively and given EACA 24 g daily in divided dosage through a nasogastric tube. Her condition remained unchanged and after 12 days she developed a morbilliform rash over the front and sides of the chest and in the axillae. Some of the lesions became purpuric. She was not then on any other drug. EACA was discontinued and the rash completely disappeared within 72 hours. A full blood count was normal but detailed coagulation studies were not done. On further challenge after two months with EACA (6 g sixhourly) she again developed a faintly erythematous rash (not purpuric this
